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Complaint investigations #TN00025252,;
TN00025739; TN00GZ5842; TN00025882;
TN00025305; TN00025919; TN00025208;
TNO00025266; TN00025361; and TN#26104 were
completed from June 21, 2010, thru June 24,
2010, at Beech Tree Manor, no deficiencies were
cited under Chapter 1200-8-6, Standards for
Nursing Homes.
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